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Background. One of the shortcomings of the CEAP classification is that some of the clinical conditions in the original
version were not defined and, therefore, were used in different ways by those who work with CEAP.
Aim. To clarify the definitions of the seven clinical classes in the CEAP classification and to improve universal
understanding of these in phlebology.
Methods. The authors prepared a short questionnaire regarding the ‘C’ part of CEAP with five main questions, dealing with
definitions of clinical items: telangiectases, corona phlebectatica, reticular veins, varicose veins and the use of CEAP. The
questionnaire was translated into 11 different languages and sent around the world by means of International Venous Digest
by fax. Two hundred and six answers were received from 67 countries out of 3681 faxes sent (5.6%).
Results. There were a wide variety of opinions returned thus demonstrating that the same term is used with
various meanings by different physicians. All physicians classify telangiectases of thigh and foot as class C1, but
discrepant answers were obtained concerning the differences between reticular veins and reticular varicose veins as
well as the diameter of small and large varicose veins. Sixty per cent of physicians answering this survey use the
CEAP classification.
Conclusion. Further clarification and refinement of the CEAP classification are necessary. The authors hope that
this will result in broader acceptance of CEAP.
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Introduction
The CEAP classification was an important landmark in
the field of venous diseases because it provides a basis
for uniformity in reporting and assessing different
modalities of diagnosis and treatment.1–4 To improve
communication between colleagues, the definition of
clinical signs should be made more precise. A study of
the practical use of CEAP showed considerable inter-
observer variation among phlebologists in classifying
the same patient.5 Patients with more advanced
venous disease weremost reliably classified. However,
patients in CEAP clinical stages C0 (no clinical
evidence of venous disease), C1 (telangiectases and
reticular veins) and C2 (varicose veins), were com-
monly classified differently by different physicians.6
The aim of this paper is to review the opinion of
practitioners in venous disease about several clinical
terms as they are used in everyday practice in
comparison with the seven clinical CEAP classes in
order to create a basis for an improved common
‘phlebological’ language.
Material and Methods
A questionnaire with five questions translated into 11
several different languages was prepared and sent
around the world to 3681 phlebologists by means of
the International Venous Digest by fax (Servier
International, Paris, France). The answers of 206
responders (5.6%) were analyzed in descriptive
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terms (votes in %). A statistical analysis was not
possible because of the type of answers (yes, no) and
the aim of work. The exact wording of the ques-
tionnaire is shown in Fig. 1.
Results
From 3681 sent faxes 206 answers (5.6% of the total)
were received from 67 different countries.
The results are reported in the following tables.
Question 1: Telangiectases are currently placed in
CEAP clinical class 1 (C1)
1a—Regarding telangiectases that are localized to
the thigh, do you consider that this sign should be
classified as C0 or C1?
Answer: class 0: 23% (45); class 1: 78% (161)
1b—Telangiectases that are localized on the foot are
presently placed in C1. Do you consider that this sign,
even if localized on the external side, the internal side,
or both sides, must remain in C1?
Answer: yes: 74% (152); no: 25% (51); no answer:
1.5% (3)
Question 2: Corona phlebectatica, considered by
some as the most severe grade of telangiectases, is
currently placed in C1.
2a—Do you take this sign into consideration?
Answer: yes: 81% (167); no: 10% (21); no answer: 9%
(18)
2b—Do you classify it in: C0, C1, C2, C3, C4, C5, C6
or unclassifiable?
The answers are more than the total of responses
because eight physicians gave two answers:
2 (1–2), 2 (1–2), 1 (1–out of class), 1 (4–out of class),
2 (5–6).
2c—Do you consider that the difference between
telangiectases on the foot and corona phlebectatica should
be based on: (circle the number corresponding to the
chosen answer)
1: the density in cm2, 2: the colour, 3: the side, 4: the
extension, 5: other……
Of which 34 double: 3 (1–2), 1 (1–3), 5 (1–4), 1 (1–
5), 1 (2–3), 5 (2–4), 5 (2–5), 7 (3–4), 5 (3–5), 1 (4–5); 3
triple: 2 (2–4–5), 1 (1–2–3); 5 quadruple: 3 (1–3–4–5);
2 (1–2–3–4)
Question 3: Reticular veins are currently placed in
CEAP clinical class 1 (C1)
3a—Would you define these veins as visible veins
only?
Answer: yes: 60% (123); no: 39% (81); no answer: 1%
(2)
3b—Would you define these veins as visible and
also palpable veins?
Answer: yes: 41% (84); no: 55% (114); no answer: 4%
(8)
3c—Are venulectases and reticular veins the same?
Answer: yes: 43% (89); no: 51% (105); no answer: 6%
(12)
3d—Are blue veins and reticular veins the same?
Answer: yes: 43% (89); no: 48% (99); no answer: 9%
(18)
3e—Is there a difference between reticular veins and
reticular varicose veins?
Answer: yes: 53% (110); no: 44% (90); no answer: 3%
(6)
if yes, would you give a short definition?…
3e-bis
Tortuosity 17 15%
Dilatation 23 21%
Insufficiency/reflux 26 24%
Continued
3e-bis
Insuf. saphenous v. 7 6%
Palpability 19 17%
Visibility 7 6%
Other 11 10%
Question 4: Varicose veins (VV) are currently placed in
CEAP clinical class 2 (C2).
Class 0 Class 1 Class 2 Class 3 Class 4 Class 5 Class 6 Out of class N.a.
2b 6 82 35 16 23 4 4 33 7
3% 40% 17% 8% 11% 2% 2% 16% 3%
1. Density/(cm2) 2. Colour 3. Localisation 4. Extension 5. Other N.a.
2c 47 27 59 66 51 11
23% 13% 29% 32% 25% 5%
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4a—Do VV between 3 and 4 mm in diameter exist
(clinically)?
Answer: yes: 74% (152); no: 19% (39); no answer: 7%
(15)
4b—And VV between 2 and 3 mm in diameter ?
Answer: yes: 47% (96); no: 45% (93); no answer: 8%
(17)
4c—And VV below 2 mm in diameter ?
Answer: yes: 26% (53); no: 66% (135); no answer: 9%
(18)
4d—Is the ultrasound scanning mandatory to
correctly define a VV ?
Answer: yes: 55% (113); no: 43% (87); no answer: 3%
(6)
Question 5: Do you use the CEAP classification ?
Answer: yes: 61% (125); no: 36% (75); no answer: 3%
(6)
Comment
All physicians classify telangiectases of the thigh and
foot into class C1, as expected. On the contrary, the
corona phlebectatica (CPh), well known to 81% of
physicians, was attributed to all classes, but mainly
into class C1 (40%).
Further criteria are necessary for establishing the
correct definition and relevance of this condition,
considering that its extension was seen as its most
important factor (32%) (Fig. 2). Equivocal answers
were given concerning reticular veins being visible
(60%) but not palpable (55%), and that they were
different from venulectases (51%), blue veins (48%)
and reticular varicose veins (53%). Seventy-four
percent of physicians proposed that the minimal
diameter of varicose veins (C2) should be more than
3 mm.
The ultrasound evaluation is considered useful
(55%) but not mandatory to define correctly varicose
veins. According to the answers to the 5th question,
60% of physicians use the CEAP classification and 36%
do not. An analysis of answers from these two groups
showed no differences in their answers.
Discussion
The results of this simple questionnaire show a wide
variety of opinions about basic conditions in venous
dysfunction. As suspected, some terms are often used
with different meanings by different physicians. The
variety of answers may depend on a lack of effective
knowledge of CEAP and, therefore, an inherent
difficulty in using it. Therefore, some prudence must
be used in evaluation of the percentage of answers.
The relatively low response rate (5.6%) may be
attributed to the fact that only practitioners with some
experience in the CEAP classification filled out the
questionnaire or that many do not read their copies of
the International Venous Digest. However, it can be
assumed that the 206 responders represent a positively
selected group of colleagues who are at least interested
in questions on classification. However, only 60% of
the answering physicians actually used the CEAP
classification. This may be explained either by an
ignorance of this system or by the fact that some find it
too complicated or not useful.
To obtain more qualified answers we should
probably contact only those physicians who use the
CEAP classification (e.g. members of phlebological
societies and/or participants to UIP congresses) and
send a short questionnaire in order to clarify the
doubts raised by this first one. Better design of the
questions might lead too less ambiguous answers. The
CEAP is a comprehensive classification but some
clinical terms and the definition of clinical signs are
missing.7–9
It was our intention to concentrate mainly on C1
and C2 of the CEAP classification because these signs
were shown to have the lowest inter-observer repro-
ducibility.5 Further investigations are necessary.
One sign which is not considered in the present
CEAP classification is the corona phlebectatica (CPh)
of the foot. This is present in Stage I of Widmer’s
classification and is considered by some as the sign
which is indicative of the onset of severe CVI.10
However, most of our responders considered CPh to
be a special feature of C1 and not of C4.
In addition, in the original CEAP document there is
no clear differentiation between small (C1) and large
(C2) varicose veins. We found that most practitioners
Fig. 2. Assignment of corona phlebectatica to several C-
classes by the responders.
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considered that increasing vein diameter is an objec-
tive parameter predictive of progression of CVI.6
Seventy-four percent of the responders voted for 3–
4 mm as a border line between small and large
varicose veins. The influence of the body position
and of the ambient temperature on the vein diameter
should be considered in future recommendations.11
The results of this study show the necessity of
establishing a common glossary concerning the
different signs and symptoms of CVI.
This questionnaire stimulated the creation of a
Working Group on this problem. The aim of the
Working Group is to continue collecting more patients
to validate the CEAP classification and to propose
modifications based on statistical data and their
evaluation. The meeting held in Rome during the
World Congress of UIP (September 2001) was the first
step in this direction.11
The limitations evidenced by different studies
confirm that the clinical part of the CEAP classification
could be improved. For this purpose, the ‘Ad Hoc
Committee’ of American Venous Forum is to present a
review of the CEAP classification in 2004. It should be
stressed that CEAP is a descriptive system andwas not
designed to be used for the assessment of treatment
effects.
Conclusion
A questionnaire was constructed and distributed
concerning elements of the CEAP classification. The
wide variety of answers received indicates that there is
no common agreement concerning the correct defi-
nition of some clinical terms and their use in daily
phlebological practice. The analysis of our survey
should serve as a basis for improvement of the ‘C’ of
the CEAP classification.
For future work with the CEAP classification clear
definitions will be necessary to differentiate between
C1 (diameter less than 3 mm) and C2 (diameter more
than 3 mm) varicose veins. The term of ‘reticular veins’
is not clearly defined. The question of whether ‘corona
phlebectatica’ should be considered as simple small
veins (C1) or should be considered as a sign of
advanced venous disease (C4) remains open.
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